The Surgeon's View
The introduction of routine fibre-endoscopy of the upper intestinal tract for all patients with ulcer type dyspepsia has disturbed the previously accepted diagnostic criteria in selection for surgery. Fewer patients are being referred for operation (see Fig 1) . The poor correlation between the findings on barium meal radiology and endoscopy is in part responsible. The ability to recognize diffuse duodenitis which presents an ever-changing visual appearance, responds to medical management, and for which surgery seems unjustified, also accounts for a reduction in numbers referred for operation.
Of the present series of 340 patients 10% (36) have long histories of recurrent ulcer dyspepsia, positive barium meal radiology and ulcers seen on endoscopy. Modern medical management has rendered the patients symptom free but on repeat endoscopy the ulcer remains. Only 6 out of the 36 have required operation for recurrence of symptoms or delayed gastric emptying. If many more of this group are going to require surgery can the delay be justified? In the serviceman, particularly, there is a need to return him to full working capacity, world-wide, in the shortest possible time. The endoscope can mislead. Early in the series one young man with dyspepsia and duo- RAFpersonnel, 1951 RAFpersonnel, -1971 denal cap deformity on radiology was considered to have a submucosal tumour in the duodenum on endoscopy. At duodenotomy this was a large mucosal fold. Happily he has remained symptom free since operation. Barium meal radiology is essential in disclosing abnormalities of function at the pylorus. The precise role reserved for fibre-endoscopy in the management of duodenal ulcer has yet to be defined. However, the more often the duodenum is viewed by physician and surgeon together, the sooner correct indications for management, either surgical or medical will emerge. It may be that in future, surgery can be reserved for complications of duodenal ulcer, for example unremitting pylorospasm, or stenosis.
In a number of conditions affecting the upper intestinal tract the use of the flexible fibreendoscope has proved of such value as to make this instrument essential in any general hospital.
(1) The cesophagus: An excellent view is obtained from below the cricoid to cardiac orifice, biopsy is accurate, albeit superficial. There can be little hesitation in performing this examination which avoids general anmsthesia and rigid intubation, neither without hazard.
(2) Gastric ulcer: The lesion can be visualized, biopsied and reviewed to assess progress on medical management.
(3) Hwmorrhage from the upper intestinal tract: This can be accurately diagnosed, and from a surgeon's point of view a negative examination equates with a positive identification of the source of bleeding. It avoids the unsatisfactory, almost desperate, search for a nonexistent lesion in the stomach or duodenum at operation. Cotton et al. (1973) report a precise visual diagnosis in 96% where the lesion lay in the upper intestinal tract, and in 80 % of all cases. In 15.4% of all patients there was more than one lesion, and of those with endoscopically proven duodenal ulcers 26 % were bleeding from another site. These findings accentuate the surgeon's dilemma of the past.
(4) Postoperative dyspepsia: Owing to anatomical disturbance and rapid transit, barium radiological studies are notoriously difficult to interpret.
Acid studies, to show the completeness of nerve section, are an unreliable guide to the presence of stomal ulceration. Endoscopy can be difficult, and a side-viewing instrument is desirable where viewing is incomplete with the standard forwardviewing instrument. Only 2 out of the pleasingly small total of 11 patients with postoperative dyspepsia were found to have recurrent ulcers.
Three had cesophagitis, and 2 had thread sutures removedan indication to change to absorbable material.
(5) Removal of foreign bodies: An adult male serviceman swallowed a ten-penny piece 8 weeks prior to admission. The coin remained in the stomach and, although symptomless, the patient wanted his money back. And he got it: two days in hospital, no general anesthetic, no incision or disturbance of anatomy, and immediate return to duty. About 10 % of the general radiologist's time may be occupied investigating the upper intestinal tract. Previously, the accuracy of X-ray findings was checked only at surgery or autopsy, but now endoscopy is available and is applicable on a wider scale. Realization of the disparity between X-ray and endoscopy findings can stimulate the radiologist to reconsider various aspects of his contribution to diagnosis. These aspects include: checking diagnostic accuracy; comparing relative values of different radiological techniques; reappraisal of criteria previously used.
Various research workers have produced figures for the percentage accuracy of the traditional barium meal. Cotton et al. (1973) state that barium meal may detect 80 % of all lesions. Salmon et al. (1972) and Classen (1973) found that accuracy dropped to 60% in lesions of the duodenal bulb. This is about the level of agreement between X-ray and endoscopy findings in the Nocton Hall seriesif duodenal ulcer and 'duodenitis' are grouped together.
Possible Reasonsfor Lack ofAgreement Lesions missed on X-ray account for about 13.5% and can probably be explained by inadequate technique or observer error, and with further knowledge these results could well be improved. Lesions diagnosed on X-ray and not confirmed by endoscopy are more difficult to explain and possible explanations fall into two groups.
(1) Possible errors by radiologist: A definite diagnosis at X-ray of duodenal ulcer was given in 47 cases. Only 19 were confirmed by endoscopy. However, 10 had duodenitis and in 3 the duodenum was scarred. In retrospect, it appeared that at least in some cases the radiologist had been too ready to identify flecks of barium trapped in crevices as ulcers. Certainly the presence of a concomitant lesion, such as duodenitis or scarring, was an inducement to do this.
(2) Possible errors by endoscopist: (a) Observer errorprobably very few errors, but incomplete scanning ofrelatively inaccessible areas is possible. (b) Effect of muscle relaxantspossibly greater than allowed for. (c) Mobile or transient deformities may not be appreciated during endoscopy. It is easier to appreciate these by looking at a large area during X-ray screening. (d) Deformities due to local inflammatory disease, as in gall-bladder or pancreas, may be seen on X-ray, but the duodenum may appear normal to endoscopist.
What Can the Radiologist Learn? First, he should avoid too facile an explanation of the appearances at barium meal; perhaps more examinations should be considered 'suggestive' pending further elucidation. Next, constant reappraisal of barium meal technique should be the aim. An increasing number of radiologists are using double-contrast methods, but there are several techniques in use. By comparison and exchange of information, one technique may emerge as superior to the others. Where possible, close cooperation with an endoscopist colleague can -lead to evaluation of techniques and also allow reappraisal of criteria previously used in X-ray diagnosis.
Advantages and Disadvantages ofEndoscopy over Radiology
There are some lesions where endoscopy has proved beyond reasonable doubt to be superior to radiology; among these are superficial erosions or very shallow ulcers, acutely bleeding lesions, and in the postoperative stomach and duodenum. Complications, though rare, are more common than in radiology. A small percentage cannot
